A 45-year-old man presented with a 5-day history of obstructive jaundice. The patient underwent an initial attempt at endoscopic retrograde cholangiopancreatography (ERCP), however the common bile duct was inaccessible. He then underwent percutaneous biliary drainage. A guide wire was left positioned in the duodenum, and the patient was transferred from radiology to the endoscopy unit for ERCP. An endoscope was passed and the previously placed guide wire was visualized at the ampulla. A cholangiogram showed multiple filling defects in the common duct. At this point there was clear access to the duct endoscopically and the percutaneous guide wire was removed. There was some initial bleeding from the percutaneous site, but pressure was applied for hemostasis. A basket was used to attempt to clear the common bile duct, but at this point fresh clot came from the papilla. A stent was placed and the procedure was terminated. The patient then became profoundly bradycardic and cardiopulmonary resuscitation (CPR) was initiated. He required cardioversion for ventricular tachycardia and a transesophageal echocardiogram was carried out. This showed clear evidence of pulmonary outflow obstruction as well as a patent foramen ovale (PFO), with air being shunted from the right to the left. However, the patient's vital signs stabilized without any further intervention. On brain magnetic resonance imaging (MRI) the patient was found to have multiple areas of acute infarction in the frontal, parietal, and occipital lobes, consistent with an embolic event. He initially had a moderate functional deficit but has eventually regained near complete recovery. Another patient with a similar presentation and percutaneous transhepatic cholangiography (PTC) drainage underwent subsequent ERCP. Again, a blood clot was retrieved from the ampulla. Owing to the possibility of a biliary-vascular fistula, a sphincterotomy was not carried out but a stent was placed. The PTC catheter remained in place until completion of the procedure which was uneventful and well tolerated. Thus if a blood clot is apparent on ERCP after percutaneous transhepatic biliary drainage or other hepatic intervention, there should be a high index of suspicion for air embolism and precautions should be taken accordingly [1 -5] . In the second case reported here, by leaving the PTC catheter in place until the endoscopic procedure was terminated and deferring sphincterotomy to a later time, the potential for air embolism may have been reduced and possibly prevented. 
